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lot of lymph as he used for this infant, and as these took
well it is probable that the advanced stage of incubation of
the disease prevented the vaccination from having any effect.
As regards Case 3 the question is, Was this a case of

varioloid or of chicken-pox? There was no evidence of-

syphilis. Chicken-pox generally affects children; this patient
was 25 years of age. In chicken-pox the temperature is very
little raised in adults, as a rule, and quickly regains the
normal ; the temperature in this case was 103&deg; to begin
with and ended in a lysis, dropping about a degree each day
to 99&deg; and then, after remaining at this for three days,
dropping to normal. In small-pox the rash generally
comes out all at once in the same region, as it did in
this case ; whilst in chicken-pox the papular eruption
comes out in a series of showers at daily or longer intervals,
which did not occur in this case. In chicken-pox there is no,
or very little, rash on the face as a rule ; in this case the
eruption was most profuse on the face, many, however,
aborting in the papular stage. In one respect this rash simu-
lated chicken-pox, being profuse over the shoulders and up to
the roots of the hair at the back, a few spots being amongst
the hairs. In two instances the papules formed crescents, one
crescent being on the forehead and one on the abdomen,
said to be characteristic of small-pox (Marson). Only one
pock went the cycle of non-modified small-pox. Notwith-

standing the fact that three out of the four vaccination
insertions took, after some delay-which sometimes occurs
with calf lymph under normal conditions-the case appears
more like varioloid than chicken-pox.

LEICESTER INFIRMARY.
TWO FATAL CASES OF PERFORATED DUODENAL ULCER.

(Under the care of the late Dr. J. ST. T. CLARKE
and Mr. G. C. FRANKLIN.)

THE etiology of ulcer of the duodenum is very obscure.
In some cases a duodenal ulcer is associated with ulceration of
the stomach, and therefore it may be considered as probably
produced by similar conditions. Against this view is the rarity
of duodenal ulcer in women, though of the three cases recorded
below two of the patients were of the female sex. Dr. Lee
Dickinson maintains that the women in whom it occurs are
not young, but in both the female cases recorded below the
age was 20 years. The association of duodenal ulcer with burns
was first pointed out by Mr. Curling, but it is apparently rarer
to-day than it was formerly. It has been suggested that the
ulceration is the result of the excretion of septic substances
absorbed from the large suppurating surfaces met with in burns
and the occurrence of certain cases in which duodenal ulcer
appears to have resulted from extensive internal suppuration
favours this idea. Within recent years many cases have
been recorded where haemorrhage from the stomach and
duodenum has occurred after operations, not necessarily on
the abdomen-for instance, Eiselsberg 2 reported a case in
which the haemorrhage followed an operation for malignant
disease of the tonsils and cervical glands. It is possible that
there is some connexion between -uch cases as these and
duodenal ulceration. For the notes of the following cases
we are indebted to Dr. F. Bolton Carter.
CASE I.-A young woman, aged 20 years, was admitted

into the Leicester Infirmary on Jan. 5th, 1901, under the
care of the late Dr. Clarke. The patient had had pain and
vomiting after food for several months. 20 hours before
admission she had been suddenly seized with severe pain in
the abdomen and collapse. On admission she was pale and
somewhat collapsed. Her abdomen was distended with a

tympanitic note all over. There were some increased resist-
ance and tenderness in the epigastric region. The abdomen
was opened at once in the mid line above the umbilicus, and
a perforated ulcer on the anterior wall of the stomach near
the great curvature was found. This was stitched up with
.double rows of Lembert sutures. Another opening through
the abdominal wall was made below the umbilicus, the
peritoneal cavity was irrigated and wiped out, and drainage-
tubes were inserted. The patient appeared to be doing
extremely well for the next two days, and then vomiting
commenced, with a great deal of pain in the abdomen.
Signs of general peritonitis now became present and she died
on Jan. 10th.

1 Transactions of the Pathological Society of London, 1895.
2 Archiv f&uuml;r Klinische Chirurgie, 1899, vol. lix., part 4.

- FVpoT’oy. &mdash;On opening the abdomen post mortem it was
found that there was general septic peritonitis. The stitched
peritoneum over the gastric ulcer was firmly adherent, tear-
ing apart with some difficulty. The appendix was healthy.
On the anterior surface of the second part of the duodenum
a perforation of about the size of a threepenny-piece was
found. There were no other ulcers in the stomach or

intestines.
CASE 2.-A man, aged 45 years, was admitted into

Leicester Infirmary on Nov. 7th, 1900, with a history of
having passed no urine for six days. He complained of slight
pain in the right lumbar region. On the third day after
admission, no urine having been passed, the right kidney was
explored through the usual lumbar incision. The kidney was
incised but no stone was found, and the hsemorrhage being
severe the wound was plugged. On the next day the plugs
were removed and a tube was inserted, urine coming freely
through the wound. On the third day after the operation
the patient passed seven ounces of urine per urethram For
the next seven days none was passed by the urethra, when
28 ounces were passed, and from this time he continued to
pass a fair quantity daily. The quantity of urine from the
wound now gradually decreased and the wound healed in
about six weeks’ time from the operation. Five weeks after
the operation he had a severe rigor with a temperature of
105&deg; F., and his temperature kept going up with rigors for
about a week, during which time he complained of great pain
on passing urine. His bladder was sounded for stone with

negative result. His temperature now became normal and
he was discharged on Jan. lst. 1901, apparently well.
On June lst he was readmitted under the care of Mr.

Franklin with the history that eight days before he was
suddenly seized with acute pain in the abdomen ; he had
been in bed since, had not vomited, but had had some
diarrhoea, and had noticed that his abdomen had become
swollen. There was no history of pain after food. On
admission he had an anxious expression and his eyes were
sunken. The pulse was 130 and small and the temperature
was normal. The abdomen was very distended but not
tender and it moved slightly during respiration. There
was no liver dulness or dulness in the flanks. There
was a tympanitic note all over. Perforative peritonitis
being diagnosed, the abdomen was opened in the
median line, mid-way between the pubes and the ensiform
cartilage. The abdominal cavity was found to be full of

f&aelig;cal smelling pus, and the incision was then enlarged
downwards and the appendix was sought for ; this was found
to be inflamed and was removed. The patient’s condition
being very bad the peritoneum was rapidly flushed out and
the wound was closed, a drainage-tube being inserted. The

patient died five hours after the operation.
Necropsy.-At the post-mortem examination a large per-

forated ulcer on the anterior wall of the first part of the
duodenum was found. On opening the duodenum two other
large ulcers were seen, one opposite the perforation involving
all the coats except the serous, and the other a little lower
down involving the mucous coat only. There were two
small superficial ulcers in the stomach. The lower lobe of
the left lung was collapsed. The right kidney had some
scar-tissue from the old incision. There was no trace of
calculi. Two’ small calculi were present in the renal
substance of the left kidney.
Remarks by Dr. BOLTON CARTER.-I met with a case at

the Royal Halifax Infirmary which might well be narrated
in connexion with the two cases just recorded. A young
woman, aged 20 years, was admitted into the Royal
Halifax Infirmary on Oct. 29th, 1900, with a large tender
fluctuating mass in the right iliac region. The tempera-
ture was 101.6&deg; F. An abscess in connexion with the
appendix being diagnosed Dr. E. West Symes, under whose
care the patient was admitted, asked me to operate. An

oblique incision internal to the right anterior superior
iliac spine was made and a large quantity of foul-smelling
pus was let out. The abscess cavity, which appeared to be
well shut off from the general peritoneal cavity by adhesions,
was flushed out and a cursory examination failing to discover
the appendix, the wound was partially closed with silkworm-
gut sutures and drained with a rubber tube. This was dressed
twice daily and the patient’s condition improved rapidly until
Nov. 8th, when she complained of severe pain over the
abdomen, not localised, and commenced to vomit. The

pulse was 120 and she was rather collapsed. On the next

day on dressing the wound some blood appeared to come
from the upper and deeper part of it. Signs of general
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peritonitis rapidly supervened and the patient died on
Nov. 10th. At the post-mortem examination it was found
that there was well-marked general septic peritonitis. The

appendix was in a sloughing condition, lying deeply over the
pelvic brim, with no pus in its immediate neighbourhood.
There was some blood-clot in the right lumbar region of the
peritoneal cavity which appeared to have come from a per-
forated ulcer on the anterior surface of the second part of
the duodenum. Some blood-clot was also present in the
duodenum. There was no other ulceration in the duodenum,
stomach, or intestines. There had been no history of

previous gastric trouble.
In the case at the Royal Halifax Infirmary and in

the first of the two cases at the Leicester Infirmary the
patients were young women, whereas duodenal ulcer is
more frequently met with in men. In both cases there was a

septic condition in the peritoneal cavity which appeared to
be doing well when the fatal complication occurred, and in
both the duodenal perforation was situated in exactly the
same position. In neither case was the perforation diagnosed,
extension from the original seat of trouble being suspected,
although in the first case it might have been ; the cause of
the haemorrhage from the wound, however, was by no means
obvious.

In Case 2 at the Leicester Infirmary it is difficult to
connect the renal trouble for which this patient was first
admitted in any way with the peritonitis causing his death.
Was it possible that the abdominal mischief was due to an
acute appendicitis, the ulceration in the duodenum and
stomach being secondary to the septic peritoneal condition,
as probable in the other two cases ? It appears to me more

likely that the duodenal perforation was the primary lesion
and the inflamed condition of the appendix was due to the
general peritonitis, the inflamed gut allowing organisms to
escape through the walls and giving rise to the frccal odour
of the pus. Another interesting point is the long dura-
tion, eight days, and the fact that the patient with his
abdomen full of stinking pus walked into the surgery. The
presence of the large quantity of fluid in the abdomen was
completely masked by the great distension of the intestines.
The complete absence of all tenderness and the definite
movement of the abdomen during respiration are in my
experience uncommon. The fact that no trace of calculi
was found post mortem in the right kidney and that two
were found in the left kidney makes one wonder whether
the wrong kidney was explored at the first operation, and
whether the pain on the right side was due to duodenal
ulceration at that time. The man seemed quite positive that
tie had never had any pain after food, or other symptoms,
at any time, although it is difficult to imagine that so much
ulceration in the duodenum and stomach could have existed
for any length of time without giving rise to symptoms.
’This appears to me rather in favour of the view that some,
at all events, of the ulcers followed the septic condition of
the peritoneum.
After looking through some of the literature on the subject

I have been able to collect 59 published cases of perforated
duodenal ulcer. In these cases 27 of the patients died
without operation, the lesion being found post mortem.
The remaining 32 cases were operated upon and 11 of the
patients recovered. With the above three cases this gives
a mortality of about 823 per cent.
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’Typhoid Fever in South Africa.
A MEETING of this society was held on Oct. 28th, Dr.

W. H, ALLCHIN. the President, being in the chair.
Dr. A. ELLIOT and Dr. J. W. WASHBOURN communicated

a paper upon Typhoid Fever in South Africa. They analysed
the records of 262 cases which were admitted into the
Imperial Yeomanry Hospital at Deelfontein and then com-
pared these with Dr. T. B. Poole’s cases at the Emergency
Hospital at Maidstone during the epidemic of 1897 and with
other statistics at the Metropolitan Asylums Board hospitals
and the Johns Hopkins Hospital. Their object was to
ascertain whether the type of fever in South Africa was the
same as that occurring in England and America. The
mortality of their cases was 13’7 per cent.-practically the
same as that at the Metropolitan Asylums Board hospitals

during the year 1900, and that of the Worthing epidemic,
but almost double that of the Maidstone epidemic and the
Johns Hopkins Hospital cases. The incidence of relapse
was 11 per cent.-practically the same as that of other
statistics in England and America. They pointed out that
early removal of the patients and improper feeding on the
journey predisposed to relapse. The average interval
between the end of the primary attack and the commence-
ment of the relapse was 10-8 days, which appeared to be
similar to that of other statistics. The longest interval
between the end of the attack and relapse was

31 days. None of their cases which relapsed died.
In 12 of their cases there was a history of a pre-
vious attack of enteric fever, an incidence of 4’5 per cent.
Dr. Crombie had recorded an incidence of 6 per cent.
amongst 150 officers who had been invalided from South
Africa. The frequency of second attacks they attributed to
the constant exposure to infection and to privation
experienced by the patients. The mortality was 10’7 per
cent. in 186 patients who had not been inoculated, while the
mortality was 16 per cent. among 25 patients who had been
inoculated. Adding together cases recorded at other hos-
pitals the mortality among 120 cases inoculated was 7 4 per
cent., and among 556 cases not inoculated 10’9 per cent.
They did not consider that this difference pointed to any
marked beneficial influence of inoculation. With regard to
the influence of the inoculation upon the incidence of the
disease, 59 of their staff were inoculated, of whom four con-
tracted enteric fever. 25 were not inoculated, and of these
four also contracted enteric fever. The four cases among the
non-inoculated who contracted the disease came from among
the dressers who were younger than the rest of the staff.
Adding together various other statistics they found
that of 224 persons inoculated the incidence of attack
was 114 per cent. ; and of 157 persons not in-
oculated the incidence was 14’6 per cent. From these

figures they drew the conclusion that inoculation was

not of any practical value in preventing the disease.

They drew attention to the considerable risk of contracting
enteric fever incurred by persons engaged in attending to
the sick, the incidence of attack among them being 12-7 per
cent. Haemorrhage amounting to several ounces of blood
occurred in 6’1 per cent. of their cases ; the incidence corre-
sponding about to the average. Half of their cases of
haemorrhage died, a much higher percentage than occurred
in England or America. Phlebitis occurred in 5 6 per cent.,
the incidence at Maidstone being 3 ’8 per cent., in Caiger and
Goodall’s statistics 3 4 per cent., and in Osler’s 1’9 per cent.
The latest date of the appearance of phlebitis after the end
of the attack was 30 days. Pneumonia occurred in 3’05 per
cent. of the cases, the mortality being 50 per cent. Peri-
ostitis, perforation, and parotitis occurred in about the usual
proportion. There was constipation in 42’7 per cent. of
cases. At Maidstone it occurred in 50 per cent. of the cases,
at the Johns Hopkins Hospital in 34 per cent., and at
the Edinburgh and East of Scotland Hospital in 37 per
cent. It thus followed that constipation was more

common both in South Africa and in England and
America than was usually imagined. Rapid pulse was
frequently observed in patients who had been previously
exposed to fatigue, and there was often cardiac collapse
quite out of proportion to the severity of the attack.
In two cases of convulsions one was attributed to the
administration of strychnine. Abdominal pain, sometimes
so acute as to suggest perforation, occurred in several cases.
In several cases there was difficulty in micturition at an
early stage of the disease. Cases of appendicitis immediately
preceding and immediately following enteric fever were
recorded. A case of hepatitis was also described. Twenty-
me cases associated with dysentery were recorded as arising
luring the attack or during convalescence and it was a

symptom of serious signification, the mortality being 33’3
per cent. Rigors were observed in 11 cases ; in two of these
hey were due to malaria, the parasite having been discovered
n the blood. Arthritis was not uncommon during early con-
valescence. In a limited number of cases it was due to
heumatism. In the others it appeared to be allied to the
arthritis occurring in scarlet fever. Other complications,
uch as tender toes, epistaxis, pericarditis, and eruptions of
lifferent kinds, were considered. The conclusions drawn by
)r. Elliot and Dr. Washbourn were that the type of disease
n South Africa was practically the same as that met with in
England and America, and that inoculation was of little
practical value.
Dr. WILLIAM CAYLEY, referring to the causation of the


